During the discussion before the German Otologic Society, in May, 1903, and the London Laryngologic Society, in November of the same year, upon the subj ect of nasal operation, chiefly from the viewpoint of anesthesia and post-operative care, I was struck with the difference of opinion, for I had, for my part, adopted a method which up to the present has given me excellent results.
To begin with, in every nasal operation I reject general anesthesia, whether for a deviation of the septum, a spur or hypertrophy of the turbinates, I have only had recourse to it on one occasion, in a young South American woman who had a septal spur which I wished to remove with the electric saw. As this patient' absolutely demanded that she be given chloroform for the operation, I was obliged to administer this anesthetic agent. I should add that having operated upon the nose of her sister under local anesthesia, my patient did not hesitate subsequently to let me use the same procedure for a partial tubinectomy which I did two years later. She voluntarily stated that she felt no pain, and preferred this method to the former, which made her sick "for two days.
My procedure is as follows: Two days before and the day before operation, I give insufflations of boric acid and avoid all injections. Ten minutes before operaton I mop the nasal fossae with cotton upon an applicator dipped in the following solution:
Cocain hydrochlor 1 Adrenalin sol. 1 to 1000 5 Sterile water .. :............. 5 Generally I content myself with a single mopping, but if the nostril is too narrow from swelling of the mucosa, I use a preliminary spray of this solution diluted with sterile water. In passing, I recommend to my confreres who use a large number of these aplicators, a proceeding which I have employed for several years, to cover them with cotton. By means of a spinning-wheel which I have so modified as to be able to introduce the point of the applicator, I can obtain in one hour 40 applicators regularly covered with cotton. These are then placed in flasks and sterilized.
Five minutes after the first nasal mopping, I do a second with the following mixture:
Carbolic acid crystals , 1 Powdered menthol 1 Triturate to liquidation and add Cocain hydrochlorate.......... 1 At the end of about five minutes the anesthesia is manifested by a peculiar sensation in the upper incisor teeth. The patient loses sensation in these teeth. This anesthesia is sufficient for an operation of half an hour or longer.
I have sometimes had recourse to submucous anesthesia with cocain solution or Schleich's solution. I will say that I have never obtained so good an effect with these as with the method which I recommend.
There is now to be considered whether or not a dressing should be put in after operation.
. Where operators have expressed such divergent Opl11l0nS upon this point, it is because fear of infection has determined them to use no dressing or not to leave it in the nasal fossae . more than two days; and then it is very difficu.t to remove it without producing hemorrhage. I believe I have solved this question by the use of gauze strips with salicylic acid. Salicylic acid possesses well-known analgesic and antifermentative properties. These strips, 0.20 m. in length by 0.02 m. broad, are dipped in a 10 per cent solution of salicylic acid. In certain cases I use wider strips, O. Oil: when the nasal fossa is very large, for example.
When the operation is finished, I insufflate powdered aristol to arrest all flow of blood; then I introduce a strip to the furthest extremity with my forceps, which are concavoconvex. I place it so that this strip is well applied to the posterior part of the turbinate, if it is a turbinectomy, for it is often from this portion of the turbinate that subsequent hemorrhages come. (In passing, I want to say that I am not an advocate of total turbinectomy.) This first strip should be well packed in the posterior nasal fossa, and so that it will not fall into the pharynx. This accident is easy to avoid if the depth of the fossa is observed beforehand.
This piece of dressing being placed, I introduce two or three more, packing them little by little. If the fossa is not sufficiently filled up, another strip may be applied above the others. Finally, .close the naris with a bit of cotton, which may be replaced in twenty-four hours with cotton moistened with hydrogen dioxid.
If during the application there comes on a sanguinolent exudation, it may be easily stopped by putting powdered aristoI between the layers of gauze.
I have never seen a serious hemorrhage follow this dressing, consequently it is hard for me to say whether or not ad renalin favors secondary hemorrhage.
Several years ago, when adrenalin was unknown, I used some extract of suprarenals. 'With this agent I had two marked hemorrhages. The first case was that of a young girl in whom I removed a small spur with the electric saw after mopping the mucosa with extract of suprarenals, This patient concealed from me the fact that she had had several serious hemorrhages from the extraction of teeth. Neither hydrogen dioxid, nor antipyrin nor Ierripyin, nor gelatinized serum, nor tamponing would arrest the hemorrhage, which finally stopped upon giving ergotin subcutaneously.
The second case was one of narrowing of the nose from traumatism. A hemorrhage coming on in the course of operation, I tried to stop it with tampons dipped in extract of suprarenals. Immediately the blood flowed in greater abundance. I had to resort to tamponing. I repeat that I have never seen such an accident with adrenalin.
After the operation, the patient remains under observation in my office for about an hour. During the first day the patient keeps to his room. Every three or four hours he renews the cotton in the vestibule, after dipping it in hydrogen dioxid.
The next day the patient comes to me again and I take out the cotton and sometimes even a part of the gauze, after spraying with or injecting hydrogen peroxid. For that matter, it is advantageous to use the injection in order to remove the gauze, especially in operations upon the septum, as in submucous resections. If there is a flow of blood I put in a bit of gauze after insufflating with aristol. During the day the patient moistens the dressing with hydrogen dioxid.
Generally I take four days to remove the dressing entirely. Frequently I do not get it all removed until the eighth day. It is then blackened, but has no odor and does not inconvenience the patient. By this procedure I have never seen any infection such as arises with ordinary packing even when left in the nose only a short time.
In closing, I wish to remark that patients sometimes complain of a tickling in the nose which will provoke sneezing unless the root of the nose is firmly grasped by the finger. It is not the first dressing after operation which produces this disagreeable sensation, but only when it is necessary to replace one of the gauze strips.
